A 21 year-old male presented after a motor vehicle collision at 45 mph in which he was the restrained driver. He was stable on arrival to the trauma center with a GCS of 15, complaining of chest and right leg pain. ABCs were intact in this obese male (BMI 42) with a well-defined seatbelt sign and tenderness over the anterior chest wall. He was neurologically intact and pulses were palpable in all four extremities. Chest and pelvis x-rays were obtained which demonstrated atelectasis plus volume loss of the right hemithorax and a right acetabular wall fracture, respectively. [ Given our concerns that the herniated lung could become compromised, he was taken for urgent reduction and chest wall reconstruction. The patient was taken to the operating room and underwent a bronchoscopy, which demonstrated compression of the right upper lobe bronchus.
[FIGURE 3] The endotracheal tube was exchanged for a double lumen tube to attempt single lung ventilation. Given the patient's need for probable chest wall reconstruction, specifically ORIF of the right sternoclavicular joint and superior ribs, a direct anterior approach was chosen.
The patient had minimal pulmonary reserve (secondary to injury and obesity) and was unable to tolerate prolonged single lung ventilation, thus a thorascopic approach was not selected. A transverse incision was made over the upper right chest and immediately the subcutaneous air pocket was encountered. The entire right upper and middle lobes were herniated outside the thoracic cavity with evidence of pulmonary congestion and edema secondary to its incarceration. A C C E P T E D
